O n 19 November 2013, a New York Times editorial recommended that persons in good cardiovascular health ignore the recent cholesterol guidelines from the American College of Cardiology and the American Heart Association (ACC/AHA) (1, 2) . Complicating matters, the arguments prompting this stance were detailed in an article unavailable that was when the editorial was published (3) . The New York Times fueled a hotly burning debate, but this was only one of many controversies raging about guidelines in recent years, such as the U.S. Preventive Services Task Force (USPSTF) recommendations on screening for breast cancer (4) and prostate cancer (5) . In fact, the new hypertension guidelines from the Eighth Joint National Committee are even criticized by members of the very panel that developed them (6) . Other articles address the scientific aspects of the new cholesterol guidelines (7) (8) (9) . Here, we explore why guidelines generate controversy and ways to avoid controversies that leave patients and clinicians perplexed and distrustful.
Attacks on guidelines raise several common criticisms. Critics may question the legitimacy of the guideline committee. When a primary care group, such as the USPSTF, issues a guideline, subspecialists often label the recommendations unsound because the panel did not include subspecialty experts. This criticism can be vicious when recommendations call for more parsimonious use of interventions from which subspecialists profit-consider radiologists' discontent with the USPSTF mammography recommendations (10) . Conversely, when subspecialists issue guidelines, generalists sometimes gripe about the lack of primary care perspective. When guidelines focus on trials, critics call for recommendations to consider observational data and clinical experience. The presence of conflicts of interest is another common source of controversy, with claims that recommendations are designed to fill the pockets of those who would profit from the interventions advocated. Finally, guidelines that recommend against a course of action are often condemned for rationing care. The general public and many clinicians believe that, by default, more health care is better health care. Thus, somebody is certain to be upset when guidelines recommend not doing something-even if not doing it represents highvalue care.
Outrage can be particularly intense when a guideline recommends abandoning a common practice, such as the ACC/AHA recommendation to discontinue targeting specific cholesterol levels as treatment goals, the USPSTF recommendation against using prostate-specific antigen levels for prostate cancer screening, or the Eighth Joint National Committee recommendation to increase the target systolic blood pressure to 150 mm Hg in persons aged 60 years or older. Reversal of prior practice can confuse health professionals and the public, who then question the wisdom of guidelines that withhold care they consider standard.
Some debate about guidelines is expected. Guidelines address complex clinical decisions fraught with alternatives, exceptions, and uncertainties. Guideline developers must integrate multiple studies, some with methodological limitations and conflicting results. High-quality studies that test the intervention in all scenarios in which the guideline might be applied are rare. In addition, guidelines target broad populations, but clinicians must make decisions about individuals who often do not fit general profiles. Attempts to standardize practice in complex situations with imperfect information set the stage for controversy.
Reasonable and knowledgeable people will have different definitions for evidence sufficient to recommend a certain course of action. Generalizing clinical trial results to different settings involves a subjective component. For example, trialists have evaluated statins in many situations, including primary prevention in persons defined as highrisk on the basis of risk factors. The ACC/AHA cholesterol guidelines, however, were criticized because no trial used a risk score for selecting participants, even though the score incorporates factors used to define risk in prior trials.
Unfortunately, many guidelines do not present recommendations in terms of benefits, harms, and costs that should guide clinical decisions. Although trials provide critical data on efficacy, recommendations should rest not only on trial results but also on the evaluation of the benefits and harms of alternative decisions. Part of the controversy surrounding the ACC/AHA cholesterol guidelines relates to uncertainty about the number of people who will have to start (or stop) statin therapy under the new guidelines. Decision models can quantify the consequences of each decision and provide data that may help resolve or at least elucidate uncertainties. Technology will make it increasingly possible to incorporate patient-specific characteristics and preferences into decisions.
Although some controversies over guideline recommendations are intellectually justified by the complexity of the task and the limitations of available evidence, social and emotional factors often needlessly magnify controversies. The ACC/AHA cholesterol guidelines landed in a perfect storm created by the release of the documents a few days before a high-profile meeting and media stories that sensationalized disagreements among stakeholders. Releases of high-profile guidelines have become media events that are timed with major scientific meetings and publication in leading journals. Competition for media attention is fierce among professional organizations and other stakeholders. Guideline committee membership is limited, leaving many
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Editorial experts out of the process. The surge in media attention accompanying the release of a guideline gives those who were left out the opportunity to attract some of the limelight. In addition, the 24/7 news cycle and blogosphere provide limitless occasions to magnify disagreements and provoke adversarial debate with little attention to the nuances supporting each position. The mudslinging outcry that increasingly seems to accompany guidelines is damaging, creates the impression that health care professionals are clueless, and risks compromising evidence-based medicine.
What might help to avoid counterproductive controversy? To start, inclusion of multiple stakeholders during guideline development could limit postrelease criticism (or at least prepare guideline developers to proactively address critics). Such input can come from inclusion of various stakeholders on the guideline committee or via a public comment period, such as that implemented by the USPSTF in an effort to prevent the frenzy that followed its 2009 mammography recommendations. Second, guideline developers should aim to base their recommendations on formal evidence reviews that are subject to rigorous peer review and fully available for scrutiny before a guideline is finalized. Criticism of the ACC/AHA recommendations may have been mitigated if the report describing the risk model used to identify eligibility for cholesterol treatment been available for public scrutiny before the guideline was released. Third, when guidelines counter prior practice, educational materials clearly explaining the evidence supporting the changes should be made available to clinicians, patients, and the public. Finally, professional organizations should refrain from turning the release of new or updated guidelines into media events, and the media should refrain from turning the scientific debate that surrounds guidelines into stories of professional strife and disregard for patients. If the goal is high-value health care for all, we must quiet the noise that accompanies guidelines so that we can hear the evidence speak.
